assay, Euroimmun, Germany). Abdominal ultrasonography showed hepatomegaly without ascites or splenomegaly. In the meantime, EBV-DNA polymerase chain reaction (PCR), tested for confirmation diagnosis, was positive in patient's plasma sample. After 5 days, the clinical course improved and laboratory findings (AST, ALT, ALP, GGT and bilirubin levels) began to decrease, and after 3 weeks, the patient was asymptomatic except for mild weakness and the laboratory findings were normal.
dIscussIon
There are a lot of viruses which can cause acute hepatitis. EBV is an uncommon aetiologic agent in acute viral hepatitis of adults. [2] EBV causes IM which presents with symptoms of fever, diphtheroid angina, lymph node swelling and hepatosplenomegaly. [5] Hepatitis due to EBV is generally seen as a complication of IM, but EBV hepatitis and jaundice have been rarely described in patients without systemic disease. [1] Serum transaminases are elevated up to two or three times the upper limit of normal in most cases in primary EBV infections. [5, 6] Our patient was presented as acute hepatitis with elevated transaminases more than 5-fold the normal levels and she had jaundice and hepatomegaly without splenomegaly. Asymptomatic, self-limited liver involvement with enzyme abnormalities is found in 80%-90% of patients with IM. Hepatomegaly occurs in approximately 10% of the patients, and jaundice occurs in only 5%-6% of patients. [3, 4, 6, 7] Jaundice has also been detected more frequently in people aged 35 years or older. Increased bilirubin levels have been reported in up to 35% of the patients with IM but are rarely seen without splenomegaly. [8] Acute EBV infection is usually diagnosed by serology. VCA IgG, VCA IgM and EBNA-1 IgG are essential parameters for diagnosis. EBV VCA IgM appears early and disappears within 4-6 weeks of the infection. EBV VCA IgG and EBNA IgG indicate past or latent infection. [9] Acute EBV infection is confirmed by positive VCA IgM and VCA IgG and absent EBNA antibodies while recent infection (in 3-12 months) is associated with positive VCA IgG and EBNA antibodies and negative VCA IgM. [3] Serologic tests for CMV and EBV (CMV IgM, EBV VCA IgM and IgG) were positive for our patient, and EBNA IgG was negative. Due to the antigenic cross-reactivity with other herpesviruses, [5, 10] molecular techniques for detection of EBV DNA are required. [5] For this purpose, quantitative real-time PCR can be done on blood, plasma or tissue samples for confirmation of acute EBV infection. [5, 11] EBV-DNA PCR was positive in our patient's plasma sample, and CMV-PCR was negative which showed that positive test for CMV serology was false-positive result due to cross-reacting antibodies. Our patient improved with symptomatic therapy.
Primary EBV infection rarely causes acute hepatitis which is usually mild and self-limited, [3, 5] and treatment is supportive. [3] EBV should be considered in differentiating diagnosis for acute hepatitis.
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